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RISK COMMUNICATION: NATIONAL SECURITY
AND PUBLIC HEALTH

THURSDAY, NOVEMBER 29, 2001

HOUSE OF REPRESENTATIVES,
SUBCOMMITTEE ON NATIONAL SECURITY, VETERANS
AFFAIRS AND INTERNATIONAL RELATIONS,
COMMITTEE ON GOVERNMENT REFORM,
Washington, DC.

The subcommittee met, pursuant to notice, at 10:17 a.m., in room
2154, Rayburn House Office Building, Hon. Christopher Shays
(chairman of the subcommittee) presiding.

Present: Representatives Shays, Putnam, Gilman, Schakowsky,
Tierney and Lynch.

Staff present: Lawrence J. Halloran, staff director and counsel,
Kristine McElroy and Thomas Costa, professional staff members;
Michael Bloomrose, intern; David Rapallo, minority counsel; and
Earley Green, minority assistant clerk.

Mr. SHAYS. We call this Subcommittee on National Security, Vet-
erans Affairs and International Relations of the Government Re-
form Committee hearing to order.

The title of the hearing is “Risk Communication: National Secu-
rity and Public Health.”

I welcome our witnesses. I welcome our guests to this hearing.

Anthrax is not contagious. Fear is.

In the battle against bioterrorism, fear is one of the most infec-
tious diseases we face. For the terrorist, it is a potent force multi-
plier, capable of amplifying a minor, manageable outbreak into a
major public health crisis. Driven by fear alone, hordes of the “wor-
ried well” could overwhelm emergency rooms and clinics, impeding
diagnosis and treatment of the genuinely ill. Many would need-
lessly expose themselves to the risks of antibiotic treatments, in-
curring individual side effects and increasing the general threat of
antibiotic-resistant criteria. Fear-based worst-case scenarios can
draw scarce medical supplies and vaccines to the wrong places at
tﬁe wrong times, diluting response capabilities to meet the real
threat.

The only antidote to terrorism’s toxin of fear is the truth.

When something as unthinkable as a biological attack occurs, the
public and the media need to hear one authoritative voice convey-
ing the unvarnished truth about the extent of risk and the public
health response. During a disease outbreak, the right information
at the right time can save lives. Rumor, speculation, implausible
optimism and mixed messages fuel panic and endanger public
health and safety.
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In the Dark Winter exercise earlier this year, a lack of informa-
tion about the extent and pace of three simultaneous smallpox out-
breaks paralyzed national leadership decisionmaking. Opportuni-
ties to contain the epidemic were missed, irreplaceable vaccine
stocks were wasted, public order decayed, State borders were
closed, and communications were disrupted. National security was
compromised, and for want of the facts our very sovereignty as a
Nation dissolved.

The recent anthrax attacks also taught some hard lessons about
effective communication of critical public health information. In the
hours and days after the first case was discovered, Federal, State
and local officials struggled to rebut inaccurate, sometimes sensa-
tional, reports about the risks of a rare, little-understood disease,
inhalational anthrax.

We heard inconsistent assessments of the virulence of the patho-
gen and the sophistication of its manufacture. An epidemiological
tool, nasal swab culture, was widely mischaracterized as a diag-
nostic test. It took some time for the voices of public health and
medical experts to be heard as law enforcement and political offi-
cials gathered and disseminated information on rapidly unfolding
events.

To be prepared for the next biological attack, frank and frequent
communication of medical information, risk parameters, treatment
options and response plans should begin now, while the informa-
tion can be heard and deliberated calmly.

The draft response protocol for smallpox recently released by the
Centers for Disease control and Prevention [CDC], recognizes the
significance of public health education and pre-emptive communica-
tion as integral parts of an effective outbreak control effort. But in
the event of a widespread biological attack, one that threatens agri-
culture, food supplies, water and human health, who will collect,
synthesize and reliably convey complex but critical information to
a nervous public?

One voice well suited to address public concerns about bioterror-
ism is that of the Surgeon General, Dr. David Satcher. As a former
head of CDC, Dr. Satcher brings unique experience and unques-
tioned credibility to our discussion of public health information,
public health infrastructure and medical data technologies. In past
oversight efforts on blood safety and hepatitis-C, he was an indis-
pensable partner to the Human Resource Subcommittee. We appre-
ciate his expertise and his candor then, and we look forward to his
testimony today.

All our witnesses this morning bring important information and
expertise to our discussion of better ways to fight terrorism with
the simple truth. We welcome them.

At this time we would recognize Dr. David Satcher, U.S. Surgeon
General, and invite him to stand. I'll administer the oath, and then
we’ll take his testimony.

[Witness sworn.]

Mr. SHAYS. Thank you. Dr. Satcher, it is very nice to have you
here.
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STATEMENT OF DAVID SATCHER, U.S. SURGEON GENERAL

Dr. SATCHER. Thank you very much, Congressman Shays and
members of the Subcommittee on National Security, Veterans Af-
fairs and Intergovernmental Relations, the Committee on Govern-
ment Reform. I'm delighted to be able to join you and certainly the
outstanding members of panel two in discussing this very impor-
tant issue.

As you know, I'm David Satcher, the U.S. Surgeon General, and
I'm speaking to you about the public health response to bioterror-
ism and the threats of bioterrorism, and specifically the role which
the Department of Health and Human Services plays in informa-
tion dissemination and risk communication.

The terrorist events on and since September 11th have been de-
fining moments for all of us. Both as a Nation and as public health
officials we have been taken to a place where we have not been be-
fore. It sometimes was uncertain what we were dealing with and
to what extent. We had very little science of past experience to
draw upon, and we literally learned more every day. The Nation’s
focus on issues related to public health has been greatly sharpened.
There has been fear, shock, confusion and, in some cases, even
panic; and panic when it occurs, as you said, supports the aim of
the terrorists.

We have certainly encountered some bumps in the road, but it
is somewhat remarkable how well-coordinated our efforts have
been overall. The challenge was great. We were faced with the task
of coordinating communications among local governments, State
governments and the Federal Government. Each level came with
its own set of elected officials and public health officials, all with
their own concerns. The Department of Health and Human Serv-
ices tried to deal with it by being forthcoming. We tried to inform
the public quickly. We let them know what we knew and when we
knew it. When the information changed because we learned some-
thing new, we tried to let them know that. Through it all, vital
public health information has been disseminated promptly and we
have delivered medicine and expertise where needed.

I believe it is fair to say that, as a result, while we have lost five
people too many to this bioterrorist attack, we have saved countless
lives. Casualties were kept far below expectations, in that the fatal-
ity rate for inhalation anthrax has been thought to be around 80
to 100 percent.

Mr. SHAYS. Now, if you had been courteous, you would have
stumbled over inhalation to make me try to feel——

Dr. SATCHER. Let me try it again. No, you did great.

The fatality rate to date in our experience has been only 40 per-
cent. All of this demonstrates why effective communication based
on a strong and flexible public health infrastructure is so critical.

I think under the leadership of Secretary Thompson, HHS has
been working to strengthen the overall public health infrastructure
so that we’re prepared to respond to a range of disasters and emer-
gencies, including bioterrorism. Since September 11th, we have in-
tensified our efforts, resulting in a heightened level of prepared-
ness. We are committed to increasing our preparedness based on
lessons learned in recent months.
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Now, because I believe that the public health infrastructure is a
critical issue here and communication before, during and after such
an attack is so critical, I want to discuss the public health infra-
structure as it exists and its role.

Our public health infrastructure consists of several interrelated
components at many different levels. Communication within and
among each level is critical, as is the need for mutual support.

At the government level, the Public Health Service, the Depart-
ment of Health and Human Services, works closely with State and
local health departments. Our philosophy is to help support local
officials, rather than to try to replace them.

Throughout the recent crises, the CDC’s Health Alert Network
and Laboratory Alert Network immediately notified State and local
health departments of the latest developments on anthrax and the
possibilities of other bioterrorism attacks. In fact, the Health Alert
Network was used September 11th to immediately put State health
departments on alert for anything suspicious following the attack
on the World Trade Center.

Now, the role of the Surgeon General in all of this, of course is,
No. 1, to command the Commissioned Corps, and the Commis-
sioned Corps consists of about 5,600 health professionals—physi-
cians, nurses, dentists, veterinarians, environmental health special-
ists. That Commissioned Corps was activated on September 11th
and has been activated since. These are people who are on call 24
hours a day, 7 days a week. We have deployed hundreds of them
to New York City and to other places as needed.

The second role of the Surgeon General is to communicate di-
rectly with the American people based on the best available public
health science. Usually this results in a report from the Surgeon
General after months and years of study of a particular topic, such
as smoking and health, mental health, suicide prevention. But in
the case of a bioterrorist attack, the role of the Surgeon General
in this communication has never been clearly defined, and that is
one of the things that we have been struggling with.

The anthrax cases in Florida provided a good example of how
CDC works with State and local health officials. After the first case
there resulted in death, the CDC moved quickly to confirm the case
of the second victim early on the evening of October 7th. The Cen-
ters for Disease Control and Prevention and other components of
HHS, the Federal Bureau of Investigation, the Department of Jus-
tice, the Florida Governor’s Office, the Florida Public Health De-
partment and local public health departments quickly formulated
a plan that got word out overnight to the AMI employees that they
needed to come to the clinic for medicine and testing the very next
morning. The CDC shipped medicine to Florida overnight and im-
mediately deployed epidemiologists to Florida; and CDC and Flor-
ida officials issued a joint release at 11 p.m. on October 7th notify-
ing the media and the public of the second case. So it was a good
example of local, State and Federal officials working together to get
the message out to send medicine and to mobilize people to come
to get treatment—literally overnight on a Sunday evening.

In a Federalist system, there are going to be communication
challenges between Federal, State and local government. In all of
the anthrax situations, for example, once the CDC receives initial
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test results, it promptly begins doing more accurate confirmatory
tests. But a mayor or Governor may decide to go out and talk to
the media before the confirmatory tests are concluded. Those offi-
cials make the decision whether to do that based on their percep-
tion of the needs of the community, and we respect those decisions.
At the same time, when you try to communicate that tests are
merely preliminary, you hope that the public and the media will
hear that and appreciate what that means.

That is the first layer of the public health infrastructure.

The second layer of the public health infrastructure is the health
care delivery system, and it consists of not just the private sector
but also there are public components like community health cen-
ters, community mental health centers and others. It is a very criti-
cal front-line part of the public health infrastructure.

The Department of Health and Human Services and especially
the CDC worked extensively to reach out to various groups within
the delivery system to inform them of what we knew. The Sec-
retary met early on with the medical associations, the biotech in-
dustry, the pharmaceutical industry, the food industry to address
bioterrorism concerns. Together with the CDC, a conference call
gvith 1the State and territorial health departments took place imme-

iately.

We also realize that there are tremendous opportunities to
strengthen our lines of communication at this level through the use
of conference calls and through satellite and video technologies,
and we should not wait until there is a bioterrorist attack. CDC
and HHS have done two major satellite conferences with physi-
cians and hospitals on anthrax, smallpox and bioterrorism. We
must continue to look for new ways to reach out aggressively.

The third layer of the public health infrastructure is really the
general public. The third level is by no means any less important
than the other two, especially since it actually serves as the real
front line: the public. Bioterrorism attacks first impact the public,
either individually or in groups. We rely on the public to seek
treatment or advice regarding unusual occurrences and to assist
health care providers in the efforts to detect disease early.

The public must also be informed and educated about good public
health habits, such as handwashing after handling foreign objects,
safe handling and washing of foods, thoroughly cooking meats, for
example, and the careful handling of suspicious mail and other
packages. Good public health habits are individual and community
in nature.

After October 4, we immediately made available to the media an
array of medical/scientific spokespersons, in addition to myself and
Secretary Thompson, and that included CDC Director dJeffrey
Koplan, Tony Fauci at NIH, the Secretary’s recently named special
adviser D.A. Henderson, and other officials at CDC, NIH and the
FDA. The CDC also made officials available to the local media dur-
ing the news conferences conducted by local officials, whether that
was in Florida, New York or in Washington.

One challenge that we faced in these situations was the volume
of demand—and I want to really make that point. There were so
many news shows and networks who wanted to interview, there
was no way that one person could have met the media demands.
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By making several people available with expertise, we could more
readily service this demand and at the same time draw upon the
diversity of expertise that we had available, and there were times
when the media requested specific people based on what they saw
as a specific area of interest or expertise.

Now, the second week in October, the Secretary and senior mem-
bers of the HHS team began holding daily teleconferences with the
media. The CDC began doing daily press calls with the media
about a week later.

Now, the interesting thing about bioterrorism, of course, and the
way it differs from the public health response to other problems
and infectious diseases, is that it requires a partnership with the
criminal justice system. In instances of naturally occurring disease
outbreak, those three levels would be sufficient. But because the
disease outbreak is bioterrorism, it is intentionally triggered, a
public health emergency response must include the criminal justice
system as part of this infrastructure, while striving to maintain the
appropriate independence of the public health system. That has
been an ongoing challenge, but I think, for the most part, commu-
nication with the Department of Justice has been good.

I would make four types of recommendations for strengthening
risk communication before, during and after a bioterrorist attack.

First, it is critical that we continue to strengthen the public
health infrastructure, and we must ensure that all components of
that infrastructure are strengthened. And this is not just about
treating diseases or emergency. This is about promoting health and
preventing diseases. That is right now, in my opinion, the Achilles
heel of the American health system. We have not adequately in-
vested in the public health infrastructure, especially as it relates
to health promotion and disease prevention, and that is why we
have trouble with antibiotics and antibiotic resistance and people
understanding why it is not appropriate to take antibiotics when
not prescribed—or not as prescribed.

We must continue to improve educational opportunities and in-
formation sharing between the Public Health Service and front-line
health providers. This is critical. Many doctors at the local level
still fail to report disease diagnosis to Federal officials, and this
has been a long struggle to get any reportable diseases, unusual
cases reported to the Public Health Service. By the same token,
Federal officials sometime fail to provide local providers with a na-
tional picture on a timely basis that they can use in terms of their
index of suspicion. This can be strengthened, and it must. The
mechanism must be put in place to ensure that we have an ongoing
dialog that will make it easier for providers to access information.

In the minds of some people, and it is an old saying, that all pub-
lic health is ultimately local, and there is a lot of truth to that say-
ing, so there must be local efforts as well as Federal and State ef-
forts to educate the community as well as health care providers.

We have a tremendous opportunity to improve our system of risk
communication and to be much better prepared for the next major
bioterrorist attack, which hopefully will not come, but, in order to
do that, we must work together, and we must begin by making a
commitment to strengthen the public health infrastructure.
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Thank you, Mr. Chairman. I will be happy to respond to any
questions. As you know, I have submitted a more extensive written
statement for the record, but the Department would also be happy
to respond to any questions that you would like to submit.

Mr. SHAYS. Thank you very much.

[The prepared statement of Dr. Satcher follows:]
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Good morning, Mr. Chairman and Distinguished Members of the Subcommittee:

T am Dr. David Satcher, U.S. Surgeon General, and I appreciate this invitation to speak with you
about the public health response to the threat of bioterrorism, specifically the Department of
Health and Human Services’ (HHS) role in information dissemination and risk communication.
These have been issues of growing concern among those of us in public health and I am pleased

to have this opportunity to discuss them with you today.

The terrorist events on and since September 11 and the bioterrorist activities that began in the
first week of October have been defining moments for all of us. Both as a nation and as public
health officials, we have been taken to a place where we have not been before. It was uncertain
what we were dealing with and to what extent; we had very little science or past experience to
draw upon; and we literally learned more every day. The Nation’s focus on issues related to
public health has been greatly sharpened. There has been fear, shock, confusion, and — in some

cases — even panic.

‘While we may have encountered some bumps in the road initially, it is actually quite remarkable
how well-coordinated our efforts have been. The challenge was great. We were faced with the
task of coordinating communications among local governments, state governments and the
federal government. Each level came with its own set of elected officials and public health

officials, all with their own concerns. HHS dealt with it by being forthcoming. We informed the

The HHS Role in Risk Communication November 29, 2001
House Government Reform Subcommittee on National Security Page 1
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public quickly. We let them know what we knew and when we knew it. When the information
changed because we learned something new, we let them know it. Through it all, vital public
health information has been disseminated promptly and we have delivered medicine to people

who needed it.

As a result, while five people too many have lost their lives, we have saved countless other lives.
Casualties were kept far below expectations, in that the fatality rate for inhalation anthrax was
thought to be around 80 percent. The fatality rate in these attacks has been about 40 percent. All
of this demonstrates why effective communication based on a strong and flexible public health

infrastructure is critical.

Defining the Public Health Infrastructure

Components of a Plan for Bioterrorism

The Centers for Disease Control and Prevention (CDC), as HHS’s lead agency for bioterrorism
response, has developed a strategic plan for addressing bioterrorism. That plan has five basic
components: preparedness and prevention, a surveillance and early detection, diagnosis and
characterization of chemical agents, response and communication. Each component integrates

training and research.

A strong and flexible public health infrastructure has within it the ability to carry out the

components of that plan. Under the leadership of Secretary Tommy Thompson, HHS has been

The HHS Role in Risk Communication November 29, 2001
House Government Reform Subcommittee on National Security Page 2
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working to strengthen the overall public health infrastructure so that we are prepared to respond
to a range of disasters and emergencies, including bioterrorism. Since September 11 we have
intensified our efforts, resulting in a heightened level of preparedness, and we are committed to

further increasing our preparedness based on lessons learned in recent months.

HHS and the Public Health Service
This well-prepared and well-rehearsed public health infrastructure must consist of several
interrelated components at various levels. Communication within and among each level is

critical, as is the need for mutual support.

The federal component is within the Department of Health and Human Services. The Centers for
Disease Control and Prevention is the lead agency for bioterrortsm response and is closely allied
with the Office of Emergency Preparedness. Recently, the Office of Public Health Preparedness

was added by Secretary Thompson to respond to bioterrorist attacks.

Also within HHS is the National Institutes of Health (NIH), which focuses on research to
facilitate development of new drugs and diagnostic agents and effective antitoxins and vaccines
to fight bioterrorism. NIH works in tandem with the Food and Drug Administration (FDA),
which has oversight of pharmaceutical and vaccine approval and must ensure their safety and
efficacy. Also critical is the Health Resources and Services Administration (HRSA), which is

responsible for ensuring access to that the poor and underserved have access to health care

The HHS Role in Risk Communication November 29, 2001
House Government Reform Subcommittee on National Security Page 3
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services. This is a critical component considering how much we depend on the public to respond
early to unusual occurrences. Finally, the Agency for Healthcare, Research, and Quality is

responsible for monitoring the quality of care provided.

My role as Surgeon General has included oversight of the Commissioned Corps of the Public
Health Service. The Commissioned Corps is one of the federal government’s seven uniformed
services and comprises 5,600 health professionals, including physicians, pharmacists, nurses,
dentists, dietitians, therapists, veterinarians, and others involved in health services.
Commissioned Corps members are highly-trained and mobile health professionals who carry out
programs to promote the health of the Nation, understand and prevent disease and injury, assure
safe and effective drugs and medical devices, deliver health services to Federal beneficiaries, and
furnish health expertise in time of war or other national or international emergencies. They are

on call 24 hours a day, 7 days a week.

The Surgeon General is also responsible for communicating directly with the American people
based on the best available science. To date, most communications with the Surgeon General
have been based on topics for which there has been extensive research and investigation. While
the role of the Surgeon General in communicating in response to bioterrorism has never been
clearly defined, I can assure you that the Office of the Surgeon General has been directly and

substantially involved in public communications related to the anthrax outbreaks.

The HHS Role in Risk Communication November 29, 2001
House Government Reform Subcommittee on National Security Page 4
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Between October 4 and November 14, 2001, I participated in roughly 40 TV programs,
interviews, HHS and White House media briefings, and other press outreach events on the

subj ect of the anthrax mailings. At the direct request of Secretary Thompson, I also made
Deputy Surgeon General Kenneth Moritsugu available to act as a full-time liaison between HHS
and Capitol Hill on the anthrax situation. Dr. Moritsugu took part in numerous briefings of
Congress as well as Congressional and White House press briefings. He also represented HHS at
a Town Hall Meeting with D.C. Del. Eleanor Holmes Norton, and appeared alongside Rep.

Shays at a similar meeting that was televised live on WILA-TV in Washington.

Internally, HHS faced challenges with fluidity of information and the geographic divide. We had
staff in the field in the affected states, as well as in offices in Atlanta, Bethesda, and Washington.
The Secretary instituted daily conference calls with all involved offices to make sure everyone

had the latest information.

The Department of Health and Human Services works closely with state and local health
departments. The challenge maintaining communications increases, considering that local
health departments vary widely in their size and scope. Some do not even have local boards of

health.

Throughout the recent crises, the CDC’s Health Alert Network and Lab Alert Network

immediately notified state and local health departments of the latest on anthrax and the

The HHS Role in Risk Communication November 29, 2001
House Government Reform Subcommittee on National Security Page 5
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possibilities of other bioterrorism attacks. In fact, the Health Alert Network was used
September11 to immediately put state health departments on alert for anything suspicious

following the attack on the World Trade Center.

The cases in Florida provided a good example of how CDC worked with state and local officials.
After the first case there resulted in death, the CDC moved quickly to confirm the case of the
second victim early on the evening of October 7. The CDC, HHS, FBI, DOJ, Florida Governor’s
Office, Florida Public Health Department and local public health department quickly formulated
a plan that got the word out overnight to AMI éfnployees that they needed to come to the clinic
for medicine and testing that very next morning. The CDC shipped medicine to Florida
overnight so it was there when people arrived in the morning. And CDC/Florida officials issued
a joint release at 11 p.m. on October 7 notifying the media and public of the second case. So it
was a good example of local, state and federal officials working together to get out a message,
send medicine and mobilize people to come get treatment — literally overnight on a Sunday

evening.

In a federalist system, there are goingy to be communication challenges between federal, state and
local government. In all of the anthrax situations, for example, once the CDC receives initial test
results, it promptly begins doing more accurate confirmatory tests. But a mayor or governor may
decide to go out and talk to the media before the confirmatory tests are concluded. Those

officials make the decision whether to do that based upon their perception of the needs of the

The HHS Role in Risk Communication November 29, 2001
House Government Reform Subcommittee on National Security Page 6
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community. We respect those decisions. At the same time, when you try to communicate that
tests are merely "preliminary,” you hope the public and the media hear that and appreciate what

that means.

The Health Care Delivery System

The second level consists of the health care delivery system, including the private sector, which,
although we refer to it as “private,” is very much a part of the public health infrastructure.
Health care providers have a major role to play in limiting the prevalence of disease and in
reporting unusual occurrences on a regular basis, not only in times of high alert. They serve on
the front lines and play a valuable role in our ability to ensure rapid detection of outbreaks
through regularly reporting unusual diseases to the Public Health Service. Likewise, the Public

Health Service must provide feedback to providers.

HHS and CDC worked extensively to reach out to various groups within the delivery system to
inform them of what we knew. The Secretary met early on with the medical associations, the
biotech industry, the pharmaceutical industry, the food industry to address bioterrorism concerns.
He and CDC did a conference call with the State and Territorial Health Departments Association.
He gave a speech, along with the SG, at the annual meeting of the American Public Health

Association.
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We also realized that there are tremendous opportunities to strengthen our lines of
communication at this level through the use of conference calls and through satellite and video
technologies. CDC and HHS has done two major conferences wiﬁ physicians and hospitals on
anthrax, smallpox and bioterrorism. We must continue to look for new ways to reach out

aggressively.

The General Public

The third level is by no means any less important than the other two, especially since they also
serve on the front lines: the public. Bioterrorism attacks will first impact the public, either
individually or in groups. We rely on the public to seek treatment or advice regarding unusual
occurrences and to assist health care providers in their efforts to detect diseases early. In order
for this to happen, they must have access to quality health care. Moreover, the public must

cooperate with health care providers by taking prophylactics as prescribed and avoiding panic.

The public must also be informed and educated about good public health habits, such as
handwashing, safe handling and washing of foods, thoroughly cooking meats, and careful

handling of suspicious mail and packages.

After October 4, we immediately made available to the media an array of medical/scientific
spokespeople in addition to myself and Secretary Thompson, including CDC Director Jeffrey

Kopian, Tony Fauci at NIH, the Secretary’s recently named special advisor D.A. Henderson, and
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other officials at CDC, NIH and FDA. The Secretary remained readily available, and other
specialists were made available when needed. The CDC also made officials available to the local
media during the news conferences conducted by local officials, whether in Florida, New York,

or Washington.

One challenge we faced in these situations was the volume of demand. There were so many
news shows and networks who wanted people to interview, there was no way one person could
have met the media demand. By making several people available, we could more readily service

this demand and at the same time draw upon the diversity of expertise that we had available.

On the second week in October, the Secretary and senior members of the HHS team began doing
daily teleconferences with the media. These teleconferences allowed us to overcome geographic
divides and bring in people from various offices with different areas of expertise. About a week
or so after the Secretary began doing his conference calls, the CDC began doing daily press calls

as well.

In the face of this unprecedented threat, our communication got stronger as each day passed.

‘When bumps were hit, they were quickly addressed.

The HHS Role in Risk Communication November 29, 2001
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The Criminal Justice System

Let me also add that in instances of naturally occurring disease outbreaks, those three levels

would be sufficient. But because the disease outbreak in bioterror is intentionally triggered,

public health emergency response must also include the criminal justice system as part of its

infrastructure, while striving to maintain appropriate independence.

Recommendations

Let me outline several recommendations in terms of where we believe we should go from here.

1.

‘We must continue to strengthen the public health infrastructure. We believ;e that the best
and most successful response to bioterrorism is to have a well-prepared, well-rehearsed,
strong and flexible public health infrastructure. We must ensure that all components of
that infrastructure are strengthened.

‘We must continue to improve educational opportunities and information sharing between
the Public Health Service and front-line health providers. Many doctors at the local level
still fail to report disease diagnoses to federal officials, and federal officials sometimes
fail to provide local officials with a national picture on a timely basis. The mechanisms
must be put in place to ensure that we have an ongoing dialogue that will make it easier
for providers to access information. One of the ways to do that is through regularly
scheduled satellite broadcasts that they can tune into in their offices or at a local site

within their community.
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3. The old saying is still true that all public health is local, so there must be local efforts as
well to educate the community, as well as health care providers.
4. We believe the nation will benefit from a clear and coordinated communications strategy

for responding to acts of bioterrorism.

Mr. Chairman, the optimal response to bioterrorism requires a well coordinated response before,
during and after an attack. Communication is the glue. We realize that there are many
opportunities for us to strengthen our communications role, and we will continue to strengthen
our ability to respond to such situations in the most timely and accurate manner possible. The

people of this country deserve nothing less.

This concludes my testimony. I would be happy to answer questions from you or Members of

the Subcommittee.
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Mr. SHAYS. I want to just first get some housekeeping out of the
way. I appreciate your statement. It was thorough and very help-
ful.

I ask unanimous consent that all members of the subcommittee
be permitted to place an opening statement in the record and that
the record remain open for 3 days for that purpose. Without objec-
tion, so ordered.

I ask further unanimous consent that all witnesses be permitted
to include their written statement in the record. Without objection,
so ordered.

And I would note the presence of Ms. Schakowsky from Chicago
and Mr. Tierney from Massachusetts.

I'd be happy to start with questions, but I'd be happy—if you’re
all set, we could start with you. I recognize Ms. Schakowsky.

Ms. ScHAKOWSKY. Thank you, Mr. Chairman; and thank you
very much, Dr. Satcher, for being here.

I have to tell you that I was somewhat surprised by your descrip-
tion of the administration’s handling of the anthrax crisis, that it
was so glowing, frankly, especially considering some of the major
missteps that we have all seen. You call these mere bumps in the
road, and you said that actually you thought coordination was re-
markable in your statement. But I was surprised because the ad-
ministration has, in fact, been highly criticized by many highly
qualified experts, especially in the arena of risk communication,
which we’re mainly focusing on today, and especially in light of
several deaths, which at least some people say might have been
averted.

I'd like to direct your attention to some of the statements that
were made—and some of the individuals are going to be on our sec-
ond panel with—well, there are four—remarks were made on the
record, so you'll excuse me if you're being quoted here.

But Dr. C. Everett Koop, former U.S. Surgeon General, said that,
“'m communicating information to the public on bioterrorism. I
would not give the administration a high mark.”

Dr. Mohammad Akhter, executive director of the American Pub-
lic Health Association, said, “health departments have obtained in-
formation from CNN more rapidly than they have from each other
or from the CDC.” It went on to say that law enforcement, intel-
ligence agency and public health officials, “stumbled over each
other in responding to the anthrax outbreak.”

Dr. Kenneth Shine, President of the Institute of Medicine, be-
lieves, “the effectiveness of communications to the public and to
health professionals about the anthrax terrorism were found want-

g.”

And, finally, Dr. Joseph Waeckerle, editor of the Annals of Emer-
gency Medicine, found that, “crisis communication was often inac-
curate and misleading or too scanty. No centralized leadership, no
voice of authority and inconsistent information resulted in the
American public remaining in an informational vacuum.”

My concern, therefore, in terms of your remarks is that I think
it’s important that we take a very cool eye as we look back and
take a studied look at what exactly happened in order to put in
place what needs to be done, and so I'm wondering really, in light
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of those comments, how your interpretation of the events could be
so different from those that I just quoted to you.

Dr. SATCHER. Well, let me first say, as you know, I have tremen-
dous respect for the four people you've quoted. I've worked very
closely with them over the years, and even since this outbreak. And
clearly, as I said in my statement, there were problems in our re-
sponse to this outbreak, and it is true that, since I knew that they
were going to emphasize the negatives, I thought it was important
to also point out that there were many positives. And we don’t
point that out. We do a great injustice to the people at the local,
State and Federal level who have been working so well together.
There have been problems, but they have saved a lot of lives.

I could go into that in more detail, about what could have hap-
pened and what the terrorists intended to do and what anybody
would have projected would have happened if we had discussed
this 6 months ago, what would have happened when you had the
first anthrax attack. Most people would have projected that we
would have lost many more lives, especially dealing with aero-
solized anthrax.

So the rapid response of getting medication to anyplace in the
country within a few hours, the rapid response of getting epi-
demiologists on the scene within a few hours and acting in such a
way as to determine who was exposed and therefore who needs to
be—receive prophylactic antibiotics—over 30,000 people, perhaps
35,000 to 40,000, have been started on antibiotics, and at least
5,000 continued it for 60 days. Many of those people could have
gotten inhalation anthrax.

We deeply regret the five deaths that have occurred, and obvi-
ously we keep retracing what could have been done differently to
save those lives. But I think the point of the matter is we have to
also build on our strengths. We have to know what they are.

And we have to also know what our weaknesses are. I've tried
to point out what I think those weaknesses are.

It is going to be very difficult to satisfy the media with one per-
son being the spokesperson, for, No. 1, there are—I have done 40
interviews on television and radio within the last few weeks, and
that doesn’t begin to tell you how many requests there have been.
What about all the other people—Tony Fauci, Dr. Fauci from NIH,
who has done many interviews, Dr. Henderson, the Secretary?
There have been many people.

The problem—and I think you’re right, and I would agree—we
have to figure out a way to better coordinate the message that we
send out. But the difficulty is, this is a dynamic situation. I mean,
it’s changing every minute, and we don’t actually know what the
terrorist is going to do next, and we don’t necessarily know how he
or she is going to do it. And in that environment to try to commu-
nicate a message

The public wants to hear from you on a very timely basis, but
they also want your statements to be definitive. They don’t want
you to say, our preliminary information is the following. The CDC
is continuing to do tests. And then tomorrow you come back and
say, well, on further testing, that sample was not negative. It was
positive. Well, that, in fact, is accurate, that is true, but the fact
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of the matter is it’s a dynamic situation, so if you’re going to keep
the public informed

And there is a lot to be said for that in terms of dealing with
the kind of panic that Congressman Shays described. You try to
give up-to-date information.

But the question is, do people really appreciate that a test may
be preliminary, that using nasal swabs to screen people at the out-
set was not necessarily a bad idea in terms of determining who
might have been exposed in a given situation?

The problem was that the public misunderstood that nasal swabs
were not definitive tests. And so when people came back and said,
even though your test was positive, when we did further tests at
CDC it was negative, so you don’t have to continue Cipro—or, in
other cases, even though you had a negative nasal swab, because
we have determined that you could have been exposed, we're going
to put you on Ciprofloxacin or Doxycycline for the next 60 days.

Those are not easy messages to communicate to the general pub-
lic, and I think anyone could be justified at selecting the negative
things that have happened and weaknesses and focusing on those.
And I think there is something to be said for that, and I think it
makes a contribution to the whole distribution, but I also think
somebody needs to stop and say, some things went right here, and
we've got to build on those things that went right and to make sure
that in the future more things go right.

That is the perspective that I'm taking. Because it is very clear
to me that you have the experts here to criticize what happened.

Mr. SHAYS. What I'll do is I'll ask questions. Then we’ll go to Mr.
Tierney, and then we’ll go to Mr. Putnam.

I think it’s very clear that it’s been a pretty dramatic few
months, and I think it’s pretty clear that we had some people who
were not only having to deal with this issue but they were new to
the job as well. But you have been around for a while, and I con-
sider you a pretty steady hand. I'd like to have you give me an as-
sessment of whether you felt you were playing the role you should
have played as the Surgeon General. I view you as, you know, the
chief health care spokesperson for the government.

Dr. SATCHER. Well, let me say a couple of things.

I think I could have played a more impactful role. The Surgeon
General functions best—and there is a lot of history, Dr. Cooper
and others—when the Surgeon General has the ability to base his
or her statements on the best available science. Throughout his-
tory, Surgeon General’s reports have been based on extensive ex-
amination of the research that has been done in an area. The
American people have come to trust those reports because they are
so solidly based in public health science, not politics, not personal
opinion.

We have not been here before where you have to respond to an
ongoing bioterrorist attack. You really don’t have time to assemble
all of the science, and the science is also changing, and therefore
there are a lot of questions that people want to ask. Some of them
relate directly to the science. Some of them relate to organization
and management. And so there have been interviews done in all
of those areas.
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I think Secretary Thompson saw himself as responsible for a de-
partment that included the Centers for Disease Control and Pre-
vention, the National Institutes of Health that is responsible for
the research to produce better drugs and vaccines and supplies——

Mr. SHAYS. You can move the mic a little away because

Dr. SATCHER. I'm sorry.

Mr. SHAYS. No, you don’t need to apologize that you have such
a nice voice. It carries well.

Dr. SATCHER. Thank you—the Food and Drug Administration. So
he is responsible for all of these agencies, and I think he felt there
was a responsibility to communicate about the overall picture with-
in a department.

Now, has the Secretary—has the Surgeon General in the past
been in a position to speak for the entire Public Health Service?
Yeah, many years ago before the structure was changed. But the
structure is completely different today than it was when the Sur-
geon General was the head of the Public Health Service, and so the
situation in terms of day-to-day communication about what is hap-
pening in a department is not a role that the Surgeon General has
played in recent years.

The Surgeon General has reported on specific issues based on the
best available science. Surgeon General Koop reported on HIV/
AIDS in 1986. The AIDS epidemic started in 1981. We learned a
lot about AIDS in those years before the report went out. I could
say the same thing about my report on mental health.

So I think one of the problems we have here is we have not done
the job that we need to do at redefining the role of the Surgeon
General, communication about a dynamic bioterrorist attack, that
are ongoing, where the science is evolving on a day-to-day basis.
We think we need to do that because I think there is a critical role.

Mr. SHAYS. 'm going to have you turn the mic a little closer but
not too much closer. That’s perfect.

You basically said that we’ve learned a lot. Just about say, an-
thrax, just walk me through some of the things. One of the things
we learned was that inhalation anthrax was something we thought
could kill somebody. I mean, when we had hearings on the anthrax
vaccine in the military, it was, you know, if you inhaled it, you
were dead, and we learned that is not so, where also it’s conceiv-
able that—we’re learning that—some of the people that died were
people who were dealing with some—who were either older or were
dealing with some physical challenges, that they become more sus-
ceptible to the inhalation anthrax, killing them, as opposed to
being healed through antibiotics.

Just walk me through some of the things we’ve learned.

Dr. SATCHER. Well, let me just say I think one of the most pain-
ful lessons that we have learned involved the deaths of the two
postal workers at the Brentwood facility, because I think, up until
that occurrence, the assumption and the public health line was
that people exposed to an envelope in an office that had been
opened were susceptible to anthrax and needed to be treated pro-
phylactically. But many statements of the CDC up until that time
had said we have no reason to believe that a closed envelope pass-
ing through a post office could expose people. We know better than
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that now, and it would have been greater if we had known that be-
fore.

We know more about, for example, how mail can be handled and
how envelopes can be ripped apart, but there was no evidence in
this case that had happened. So let me just say we still don’t have
the full answer to what happened in the Brentwood post office, but
we do know that somehow at least two postal workers were ex-
posed.

You would have to assume, Congressman Shays, that many more
workers were exposed; and the question is, why haven’t they come
down? Because, obviously, we got to them early enough. If we had
known beforehand of the potential of the spores to escape in a post
office setting and infect people in that environment, we could have
perhaps saved those two people.

By the same token, getting back to the second level, if people on
the front lines who take care of patients had been more acutely
aware and had the appropriate level of suspicion, it might well be
that we could have saved those two postal workers. But all of that
is in retrospect. I think that is the most painful lesson we’ve
learned, is how critical it is to really have the kind of working rela-
tionship with the front line that leads people on the front line to
have the appropriate level of suspicion at a time like this and to
make sure that everybody is asked about their work environment.
If they show up with an upper respiratory infection—but, remem-
ber, there were hundreds of thousands of people who showed up
with upper respiratory infections during those 2 days.

I think we'’ve also learned that the American public needs much
more information about the use of antibiotics and vaccines, the ap-
propriate use. I know CDC has had a strategy going to try to re-
duce drug resistance in recent years, and part of that has been to
make sure that people understood that if you take antibiotics inap-
propriately you do great damage not only to yourself potentially
but other people. I can tell you that the American people are going
to a doctor’s office today asking for antibiotics for the common cold,
as we speak. There are people going saying, I want a penicillin shot
or I want this antibiotic, because I believe that will help me get
over this cold that I have. So we have a lot of education to do so
that the American people really understand and appreciate the
dangers, and we take that responsibility

Mr. SHAYS. Just a second—and 1 appreciate Mr. Tierney’s pa-
tience here, but it is absolutely imperative in that circumstance
that the physician tell the patient it would be a terrible mistake
to have an antibiotic. Correct? I mean, it’'s——

Dr. SATCHER. That brings you to the second level. You know, I've
trained primary care physicians in my career; and I remember in
an area like Watts training them and counseling them about when
you go out there to take care of patients make sure that you do this
and that. And they come back and say, well, if we don’t do it, the
patient goes to find another physician who will.

So we're caught up in a situation here where many physicians
on the front line—and we’ve talked about this with—the American
Academy of Pediatrics and the American Academy of Family Physi-
cians feel an unusual pressure to prescribe antibiotics for patients,
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and they've done it within recent weeks, patients who have re-
quested antibiotics and even other things that they wanted.

So it is a team, it is a partnership, and I think everybody in that
partnership has to be empowered and better informed.

Mr. SHAYS. I look forward to asking some more questions of you,
but let me recognize Mr. Tierney for a good 7 minutes.

Mr. TIERNEY. I don’t need all that time. Thank you.

I have a question to followup on

Mr. SHAYS. Could I just interrupt? I apologize. I didn’t acknowl-
edge the presence of Mr. Putnam or Mr. Lynch and appreciate both
of them being here. I'm sorry. Thank you. Thank you.

Mr. TiERNEY. Thank you.

I want to followup on what you have just spoken about in a
minute, but first let me ask you, there was a Dark Winter—it was
the name of a program or the exercise I guess that was gone
through by a number of people. During the course of that, former
Senator Nunn made a comment that there is an inherent conflict
between health and law enforcement when you have a situation
like we have with anthrax, and then there were reports in the
newspaper in Florida that the FBI had actually told public health
officials that they couldn’t speak publicly about what was going on.
Would you talk about what happened in Florida and what hap-
pened and a little about that conflict and how you would remedy
that?

Dr. SATCHER. Well, let me just say that I'm not going to give de-
tails about what happened that you might want, but let me just
say there is a difficult situation when you have a bioterrorist at-
tack. Everybody wants to find out who is doing this. And I think
whether you’re in public health or law enforcement your first prior-
ity is how do we stop this from happening. So if the Department
of Justice or the FBI say to us, we really want to treat this infor-
mation carefully so that we don’t tip off the terrorists as to what
we have, we have to cooperate with that.

I mean, when there’s a natural occurrence of influenza or some-
thing, we can control the prevention. We can’t when it’s a bioterror-
ist attack until we find the person or persons who is doing it. Our
hands are tied, and we don’t know what they’re going to do next.

So I would say those of us in the Public Health Service appre-
ciate the role of the criminal justice system in dealing with a bio-
terrorist attack, and when they need cooperation that is critical to
carrying out their responsibilities we believe that it’s our respon-
sibility to cooperate.

Mr. TIERNEY. Do you see that conflicting sometimes with the
need to get information to the public?

Dr. SATCHER. Most definitely.

Mr. TIERNEY. And how do you reconcile that?

Dr. SATCHER. Well, we’ve tried to do that, and you've seen sev-
eral interviews done even with the White House and Governor
Ridge where people have asked questions and we’ve just said we
can’t respond to that right now. That’s in the hands of the FBI and
Department of Justice, if they were not there to respond them-
selves. So we have tried to explain that in some cases we were not
able to give information because we felt that it might endanger the
investigation. That is what we’ve tried to do. It’s not easy, and it
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is a very difficult conflict to deal with, as Senator Nunn pointed out
in that exercise.

Mr. TIERNEY. Do you think that we’re properly using technology
that is available to us to get the public health message in a crisis
situation down to doctors at the local level and hospitals at the
local level community centers?

Dr. SATCHER. I think we are now, but I think we should have
done it before there was an attack. I think we educated and com-
municated with hundreds of thousands of physicians since the at-
tack. But what it says to me is that, whereas in the past we have
relied on physicians to go to meetings and conferences to become
educated about bioterrorism, we could have used the satellite sys-
tem for ongoing communication with providers, and hopefully in
the future that is what we will do. I think it’s an area where we
can make a lot of improvement, and I made that as a recommenda-
tion.

Mr. TIERNEY. You have.

Dr. SATCHER. Yes, and included it in the testimony.

Mr. TIERNEY. Last, let me just ask you this. The end of your an-
swer responding to the Chairman Shay’s question, you talked about
doctors going out and saying that they've got a great deal of pres-
sure from patients to give antibiotics to others. How much of that
do you attribute to this phenomenon of advertising by the manufac-
turers and placing their seed in the mind of patients?

Dr. SATCHER. Yeah. I think in recent years, with the Internet es-
pecially but with advertising in general, I think many patients
come to physicians asking for drugs that they've heard about
through the newspaper or through the Internet. So it is a major
part of the problem. I don’t think it’s a problem that we can’t solve,
because I think there are a lot of positive things about a better-
informed patient and patient community, but somehow we’ve got to
get to the point where we have everybody on the same wave length
as to how we protect the health of the public.

Again, my opinion is—and I had this opinion for many years and
I've stated it for many years—there’s no place in the world better
than this country when it comes to treating diseases and crises.
The problem is, how do we protect the health of the public? How
do we promote health and prevent disease? I think that’s the Achil-
les heal of our health system, and it’s reflected in that interaction.

Mr. TIERNEY. Thank you.

Dr. SATCHER. Uh-huh.

Mr. TiERNEY. Yield back.

Mr. SHAYS. I recognize—thank the gentleman and recognize Mr.
Putnam.

Mr. PurNaM. Thank you, Mr. Chairman.

Dr. Satcher, to followup somewhat on the previous line of ques-
tioning, there have been a number of complaints from local law en-
forcement officials about the FBI’s refusal to share information
with them that were critical to their mission. Have you found the
FBI unwilling to share information, even if it may be of—informa-
tion you don’t share publicly, but have you found them to be willing
to share with you the information you need to accomplish your mis-
sion as a public health officer?
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Dr. SATCHER. Well, because that’s handled at a departmental
level, I can only say to you that Secretary Thompson’s position has
been that he’s had good communication with the Department of
Justice and the FBI, and that communication would take place at
his level. And that is—you know, his official position is that he’s
had good communication with the Department of Justice and the
FBI.

Mr. PuTNAM. I've just been handed something that indicated that
the Secretary has admitted to being frustrated at times in attempt-
ing to acquire and pass on information to the public on anthrax
due to the classifications or other FBI restrictions.

Dr. SATCHER. Well, I think that is a different issue. I think clear-
ly, as I said in answer to Mr. Tierney’s question, it’s frustrating
when the public wants you to pass on information that you can’t
pass on because it’s a part of the investigation. But I thought your
question was, are we getting information that we need from the
FBI, as opposed to can we pass on information that we’d like to
pass on to the public? In the latter case, it has been very frustrat-
ing, as Senator Nunn defined it. But I thought you were asking me,
is the communication between the Secretary and Attorney General
and the FBI satisfactory? I have not heard him complain about
that. I’'ve heard him complain about being limited in his ability to
then pass on this information to a public that expects him to pass
it on.

Mr. PurNAM. You're correct. The first question you did answer
adequately.

With regard to sharing of the information with your local health
officials, State and local health departments, how many of them
have access to your Health Alert Network and Lab Alert Network?

Dr. SATCHER. The Health Alert Network is actually now avail-
able to all State health departments. As you know, the State and
local health departments vary tremendously in their capability.
That is one of the weaknesses of the public health infrastructure,
the tremendous vulnerabilities among State and local health de-
partments. There has been a program in place now for over 5 years
and Congress has provided funds through the CDC to strengthen
State public health laboratories. We still have a long ways to go,
as you know.

There are States in this country that don’t have a trained epi-
demiologist. There are local health department—there are local
communities that don’t have a local board of health. And so the
problem in the country today as I see it is a great heterogeneity
among the various States and local communities.

I think the Health Alert Network needs a lot of support. It needs
more funding. We also need the Laboratory Alert Network to be
continually developed and strengthened.

So the official statement I think from the CDC is that 50 States
are receiving funding under the Health Alert Network grant pro-
gram, in addition to Guam, the District of Columbia, New York
City, Los Angeles and Chicago. You know, we fund some localities
as if they were States because they are so big.

Thirteen States are connected to all of the local health—all of
their local health jurisdiction, only 13. Thirty-seven States have
begun connecting to local providers.
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So it is true that 50 States are receiving funds, but there’s a lot
of difference—there is a lot of heterogeneity in terms of what hap-
pened within those States and their ability to use the information.

Mr. PurNAM. It’s essentially—in terms of disseminating informa-
tion quickly, it’s little more than an e-mail or a fax, isn’t it? I
mean, please

Dr. SATCHER. Well, the Health Alert Network is based on the
best technology.

Mr. PUTNAM. So, I mean, surely the technology and the price
pressures for cheap technology would be such that there shouldn’t
be any States or any health department or any hospital or any doc-
tor’s office out there that not have access to

Dr. SATCHER. Well, I would like to refer you to Senator Frist’s
statement when he and Senator Kennedy introduced legislation to
provide $3.5 billion for strengthening health—the public health in-
frastructure. He pointed out how many health departments did not
have a computer in this country. So, as strange and shocking as
it may seem, there is tremendous heterogeneity among—especially
among health departments but also State health departments. But
I would refer you to his testimony about the major problem that
we have in terms of the technology that is available in many dif-
ferent situations.

Mr. PuTtNAM. And very quickly, as my time has expired, because
of the crossover of anthrax, for example, being essentially an ani-
mal disease and some of the—how much coordination is there be-
tween the HHS and USDA and between the medical professionals
and veterinarians to coordinate information as the entry points for
somg of these may actually be through animal or agricultural prod-
ucts?

Dr. SATCHER. Yeah. I think there’s room for improvement in this
area, but I do want to say that the Commissioned Corps, which I
oversee, which has 5,600 health professionals, has over 100 veteri-
narians; and we have sent people from our department to areas
where there were outbreaks that involved animals, including out-
breaks recently in England and in places in Europe in terms of
mad cow disease. So we do have veterinarians in the Public Health
Service, and we do have a working relationship with the USDA. I
think everyone would agree that we can do much to strengthen
that working relationship.

Mr. PutNaM. Thank you, Dr. Satcher.

Mr. SHAYS. I thank the gentleman.

At this time, I would recognize our newest member. It’s wonder-
ful to have you here, Mr. Lynch. Do you have questions?

OK. Thank you.

Mr. Gilman, do you have any questions you would like to ask?
Or I have some that I could quickly ask and give you some time.

Mr. GiLMAN. Well, thank you, Mr. Chairman. I want to thank
you for holding today’s hearing to examine the overall level of com-
munications between the Federal Government and the public
health system regarding bioterrorism risks, and I want to thank
our panelists who are here today.

For many years discussions about the possibility of a biological
terrorist attack occurring in our Nation was relegated to the aca-
demic and policy discussions. Regrettably, the terrible events of
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September 11th and the subsequent anthrax incidents in New York
and Washington sharply focused on our national attention on ter-
rorism and underscored our vulnerability.

You and I attended a hearing earlier today with our arms Sec-
retary in the State Department, and he noted how many nations
there were who have been developing biological weapons. It’s cer-
tainly an important element for us to take a good, hard look at,
both in terms of where the threat originates and what specific
agents pose the greatest danger. So far, the media has focused its
attention only on anthrax and smallpox, yet those represent only
two out of the many agents which could conceivably be utilized.
Still, those two agents are the ones that have garnered the most
attention.

In the case of anthrax, the events following the contaminated
mail incidents in October have shown that there is much room for
improvement on the part of our own government and the commu-
nication process, and while officials at CDC and HHS have dem-
onstrated improvement in their communication strategy over time,
their early missteps, particularly in downplaying the initial risk of
exposure, has led to additional complications as the situation—it’s
vital, therefore, that these Federal health officials have learned
from those past mistakes and are able to ensure the public that
they will not be repeated in the future.

So I want to just ask one question. Have the various Federal and
public health services considered adopting a daily briefing program
similar to those conducted by the White House, the Department of
Defense with regard to the bioterrorism situation?

Dr. SATCHER. Yes. Congressman, I mention in my testimony that
both the Secretary of Health and Human Services and the CDC
have initiated daily briefings for the press since the second week
in October. So there have been ongoing interactions. I think that
is the part of the strength of the communication, but it is also a
part of the things that people are go